Objectives: Although opportunities exist for medical educators to gain additional training in teaching, literature that describes how to teach educators to teach communication skills to trainees is limited. The authors developed and evaluated a faculty development course that uses didactics, demonstration, drills, and role-play in a small-group format.
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Experience alone does not reliably improve physicians' ability to communicate effectively, however, 11 which is why nearly every medical school and many residency and fellowship programs include curricula devoted to improving physicians' communication skills. Numerous approaches used to teach both trainees and practicing physicians how to be excellent communicators have been outlined in the literature. 12, 13 Evidence supports the use of experiential teaching methods such as role-play, feedback, and smallgroup discussion to teach communication skills. 12 Although many opportunities exist for medical educators to gain additional training to become better teachers, few studies have been published about the methods used to convey communication skills pedagogy to medical educators. 14, 15 To meet the need for a cadre of educators who can successfully teach communication skills and to establish a framework for teaching educators these skills, we developed a faculty development course entitled "Teaching Communication Skills" through the Institute for Clinical Research Education at the University of Pittsburgh. This course, implemented in 2003, aims to accomplish the following goals: familiarize participants with best practices in teaching communication skills; teach participants how to facilitate small-group communication learning sessions using standardized patients and role-play, as well as how to teach communication skills in clinical settings; and equip participants with the skills necessary to evaluate trainees' communication skills. After offering this course for more than a decade, we set out to evaluate its impact, as well as describe the course in detail, to provide the medical education community with a framework for teaching educators how to effectively teach communication skills.
Methods

Course Logistics
The course is taught in a small-group format, with an average of 8 learners per group (range [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] . It is held once per year and participants meet twice weekly in 3-hour blocks for a total of 12 sessions (36 contact hours). Each year, the course is taught by a professional simulated patient (SP) actor and two faculty members (one palliative care physician and one general internist, pediatrician, or family physician) with expertise in patient-doctor communication and teaching communication skills. This expertise was developed through fellowship training, faculty development programs, [16] [17] [18] extensive and ongoing review of the patient-doctor communication literature, and regular teaching practice and receipt of feedback on teaching by other communication experts. Most of the participants have been physician fellows and faculty from a variety of medical subspecialties who take the course as part of a Certificate or Master of Science in Medical Education degree program.
Course Content
The course aims to develop participants' ability to teach communication skills to trainees in both classroom and clinical environments. The first portion focuses on teaching communication in controlled or simulated small-group environments. Participants learn about and practice teaching basic communication skills using simulated medical students. 19, 20 Participants receive instructions in techniques for teaching communication skills to trainees, including helping learners to establish a learning goal before practicing, helping learners to identify a learning opportunity when a hindrance in the interview is encountered (ie, when they "time out" from the interview), facilitating brainstorming sessions with learners to find possible solutions for the hindrance, creating and maintaining a safe environment for learners to explore alternate solutions for how to change the clinical encounter, and summarizing what was learned in the encounter. Once course participants understand the general teaching method, discussion ensues about how one could use SPs to train residents and fellows in more complex encounters such as delivering bad news, addressing opioid addiction, or discussing sexuality. The course participants then focus on more advanced teaching techniques, such as interrupting or "timing out" the learner who is struggling during the interview, addressing learner emotions, dealing with disinterested learners, and managing issues that arise in the group. One session entails how to write effective SP cases and how to train SPs for use in communication teaching sessions 21 ; another focuses on evaluating learner communication skills and developing checklists 22 that can be used to provide learners with feedback or for assignment of a grade. The course outline is displayed in Table 1 .
The remainder of the course focuses on teaching communication skills to residents or fellows in the clinical environment. Two sessions are dedicated to teaching communication in real time while rounding or precepting, with a focus on when to intervene in the encounter and how to provide feedback. 23 Another session focuses on how using videotaped encounters between learners and actual patients can facilitate communication teaching. 24, 25 A final session focuses on what to do when a learner requests advice about a clinical encounter that has already occurred.
Theoretical Approach to Course Content
A rich literature supports the use of learner-centered techniques, attention to affect, and skills-based exercises for teaching communication skills to physicians. In these techniques, the focus is on teaching and modeling behaviors and skills to be adopted, rather than simply conveying knowledge to be acquired. 26 We applied these principles to successfully provide teachers with the skills needed to promote learning. 18, 27 Underlying this literature are the following principles:
• Lecture-style methods are ineffective. A systematic review of continuing medical education indicates that traditional lecture-based conferences have little direct effect on changing performance.
28
• Adult learning principles should be used. For adults, learning must be relevant to a valued task, immediately transferable, and learner centered (meaning self-directed).
29
• Teaching must include skills practice. Learning is enhanced if the behaviors are taught longitudinally rather than lumped into a single session. The process of acquiring new skills is best taught by practicing new behaviors rather than by simply reading or hearing about them. Experiential techniques, which include use of role-play, SPs, and real patients, are more likely to change clinician behavior.
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• Teaching must attend to learner attitudes and emotions. It has been well documented that when learners are emotional, skill level decreases. Successful courses have addressed attitudes and emotions in addition to knowledge and skill deficits. Attending to learners' emotions involved in difficult encounters also helps them remain focused on the task skill acquisition. 31 
Pedagogic Approach
The practice of teaching communication is a skill that is best developed deliberately, repetitively, and experientially, as is the case with any other kind of teaching. Ideally, this practice should occur initially in controlled environments. Throughout this process, the focus should be on strengthening the core techniques involved in teaching communication skills to trainees: establishing learning goals; encouraging reflection; facilitating nonjudgmental brainstorming; using close observation; and providing specific, behavioral feedback. 32 To foster participant competence, the course uses four types of formal learning activities that occur during each class session: didactics, demonstration, drills, and role-play. A typical 3-hour session begins with a brief didactic overview that introduces and reinforces a step-by-step approach for teaching communication skills in simulated and clinical environments, outlined in Fig. 1 . Descriptions of these instructional approaches and communication curricula that use these approaches to teaching communication skills have been published previously. 18, 23, [33] [34] [35] [36] [37] [38] During demonstrations, course faculty provide the class with a framework to use when teaching communication skills in simulated and clinical environments by acting out a case scenario that highlights the pertinent skills for that session. Demonstrations are followed by a debriefing period, during which participants are asked to articulate what they observed.
Next, brief practice exercises or drills allow class participants to practice repetitively a small segment of the step-by-step method for teaching communication skills in a sequential fashion with predetermined responses prepared by course faculty. By reinforcing each key aspect of the step-by-step approach, drills help participants become more comfortable with what are typically the most challenging aspects of a teaching encounter. 39 For teaching in simulated environments, drills focus on establishing a learning goal, brainstorming the learning opportunity or "stuck point," preparing the learner to return to the role-play to try a different approach, and helping the learner identify a feedback question for the SP. For teaching in clinical environments, drills focus on establishing a learning goal, negotiating the learner's and the faculty member's respective parts of the interview, and determining how and when to interrupt the interview if the learner is having difficulty.
Participants spend most of their class time participating in roleplay scenarios. Most scenarios use a simulated learner (portrayed by a course faculty member); some include an SP. Case scenarios are prepared specifically for these exercises. 37 Modeled after the Academy of Communication in Healthcare ENRICH courses, these role-playing sessions allow the course participants to practice the teaching techniques in a small group in which they can stop, restart, and get feedback in real time. 40 During role-play, participants are asked to identify learning goals that they would like to achieve through this practice and are reminded to pause-or "time out"-when they wish to rethink a teaching approach or ask for advice from peers or course faculty. Participants are encouraged to try out different approaches to their teaching and receive focused feedback from their peers, course faculty, and standardized learners on their performance.
A short list of written resources that pertain to teaching communication skills is provided to course participants as recommended reading intended to help learners gain background knowledge. Like many "flipped classrooms," course time is spent in a skills-based laboratory in which learners practice the principles summarized in the readings. Participants are given handouts at the end of each session to serve as reminders of the communication-specific teaching methods that were practiced. Fig. 2 shows an example of a handout that reinforces one of the session themes.
Periodically throughout the course and at the end of the course, participants are asked to reflect on how they will incorporate methods that they have learned into their everyday teaching. At the end of the course, participants are asked to commit to practicing two communication-specific teaching techniques in the next month and document them in an e-mail or note card that is sent to course faculty. Course faculty members also remind them of these techniques 1 month after the end of the course.
Immediate Postcourse Evaluation
Immediately following the course, the Institute for Clinical Research Education surveys participants using an institute-wide Table 2 .
Assessing Longer-Term Effects of the Course
Survey Design
We developed a cross-sectional survey to assess longerterm professional use of skills taught in this course and the impact of the course on career development. The survey was developed by local communication experts based on course content. Final content validation was obtained by critical review of the drafted survey instrument by the faculty who teach the course. Likerttype items assessed course effectiveness in teaching them a variety of techniques and behaviors important to teaching communication skills. Participants also were asked to report their current rates of use of learned instructional techniques. Demographic characteristics, career descriptions, and academic productivity also were assessed.
Study Participants
We surveyed a decade's worth of course participants (those who completed the course between 2003 and 2012). Nearly all of the participants were enrolled in the Master of Science in Medical Education or the Certificate in Medical Education program during the course. Members of the study population represent 14 medical specialties, including internal medicine, pediatrics, surgery, and obstetrics/gynecology, as well as social work, nursing, and dentistry. Although most course participants were training or working at the University of Pittsburgh while taking the course, many were subsequently appointed to faculty positions elsewhere. Study participants currently hold faculty appointments in at least 23 different medical schools across the United States.
Survey Recruitment, Administration, and Analysis
From July 2013 through August 2013, we contacted participants via e-mail that contained a link to the confidential survey. We sent reminder e-mails weekly for 4 weeks to all of the subjects who had not replied after the initial contact. Descriptive statistics are used to report survey responses. This study was approved by the institutional review board at the University of Pittsburgh.
Results
Participants
Fifty-three of the 62 course participants from 2003 to 2012 completed the survey, which is a response rate of 85%. Respondent demographics are presented in Table 3 .
Course Evaluation
Respondents rated the course highly, with 52 (98%) stating they would recommend the course to others. Fifty-two respondents (98%) rated the course as "effective" in the overall development of teaching techniques and behaviors (Table 4) . When asked to describe the three instructional methods used in the course that were most beneficial to the development of their ability to teach patient-doctor communication skills, respondents most frequently cited exposure to the step-by-step method for communication skills teaching, the role-play with SPs, and the process of direct observation and feedback. Respondents reported that they incorporated all of the instructional methods taught in the course into their current teaching practices; the methods that they cited most frequently were use of SPs, teaching in small groups, and role-play (Table 5) .
Self-Reported Career Description and Scholarly Activities
Since taking the course, 37 respondents (70%) taught in an existing communication curriculum at the medical school, residency, fellowship, or faculty level. A total of 36% developed and/or evaluated a communication skills curriculum at the medical school, resident, fellow, or faculty level. Participants also pursued other scholarly work directly related to communication skills: 83% pursued clinical research, 25% wrote a grant for a research proposal, 26% presented an abstract at a national meeting, 26% presented a workshop or plenary session at a national meeting, 25% wrote a peer-reviewed article, and 8% wrote an invited article or book chapter pertaining to communication. A total of 25% of respondents reported having held a leadership or administrative position directly related to communication.
Discussion
In response to the Accreditation Council for Graduate Medical Education's emphasis on communication competence, academic institutions have developed educational programs to improve their trainees' communication skills. These courses, however, require skilled medical educators. Our "Teaching Communication Skills" course aims to help faculty develop the techniques necessary to teach trainees at every level how to better communicate with patients. It has consistently been rated highly by course participants. Course participants have gone on to teach communication skills to various levels of learners. One-fourth of them focused a great deal of their career on communication, either in the form of research, direct teaching, or administration. Although we cannot claim that the course was solely responsible for these career decisions, it suggests that offering courses focused on teaching communication skills promotes an interest in the subject.
We were surprised to find that course participants not only went on to do a significant amount of communication skills teaching but that they also adapted certain techniques learned in the course to use as a model when teaching other clinical topics. We believe this is because the step-by-step approach to teaching communication skills that was used in this course focuses on learner-centered goal identification, practice, reflection, and feedback. This model, which upholds Knowles' principles of adult learning, 40 can be used effectively to teach most topics that are relevant to medical education.
The strengths of our course evaluation include a strong response rate from faculty in several disciplines, located at several academic institutions; its ability to assess how faculty use the techniques learned in the course; and other indicators of success that may be considered secondary outcomes from course participation such as teaching, scholarship, and administrative roles in patient-doctor communication.
The interpretation of our course evaluation, however, is limited by its cross-sectional nature. The self-reported nature of the survey used may lend itself to forms of bias, such as recall bias. For those who took the course several years before taking the survey, it may have been difficult to adequately recall course details or to attribute skills development directly to the course rather than to subsequent experiences. Conversely, those who took the course in closer proximity to completing the survey may not have had adequate time as a faculty member to fully implement techniques learned in the course or to achieve other outcomes that were assessed. Another limitation is that course participants' experiences concurrent with or before taking this course also may have affected their skills. A final limitation worth mentioning is that the course was offered at only one institution by a small group of communication experts. As such, it is unclear whether our results are generalizable to other institutions that offer similar courses. We were impressed by the number of survey respondents who currently use the techniques taught in this course in their clinical practice, teaching, and scholarly work. Given its impact, we believe that a course on teaching communication skills should be an integral part of any professional development program for clinician-educators. Depending on the complexity of the communication skills being taught, this framework could be used to teach any level of educator. We focused on training educators at the fellow and faculty level, but this course also could be used to train earlier "educators" such as residents who teach interns or even interns who teach medical students. As such, course content could be adapted for use in residentas-teachers retreats and perhaps even in intern boot camp before the start of residency.
We recognize that many programs may not have the infrastructure to develop a course such as this because, in its current form, it requires a fair amount of resources such as a master's degree or other professional development program to house it, course faculty who possess the necessary expertise, and time. The increasing number of institutions that want to build a communication skills program to address training needs and improve the patient experience will need a method to ensure that their faculty can adequately teach these skills. Furthermore, those institutions that already are focusing on developing teaching techniques for clinician-educators should consider dedicating educational interventions in the area of teaching communication skills. We therefore suggest that for institutions with limited resources the course content be adapted as necessary. For instance, the entire curriculum could be taught at a slower pace, or specific pieces of the curriculum, rather than the entire course, could be selected based on local need/interest and presented in existing educational conferences. Role-play, with either course participants or other unpaid volunteers playing the patient role, can be used in lieu of paying professional SP actors. For those institutions that lack faculty with expertise to teach this content, comprehensive options other than an internal program include "train the trainer" courses offered by the Academy on Communication in Healthcare, the Institute for Healthcare Communication, and VitalTalk.
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Conclusions
This faculty development course, "Teaching Communication Skills," provides a structured experience for educators to develop and improve their ability to teach patient-doctor communication in both classroom and clinical settings. Faculty development such as this, rooted in literature-based approaches to general medical and communication skills education, provides medical educators with the techniques necessary to meet the growing needs of training programs and institutions charged with teaching the next generation of healthcare providers to effectively communicate with patients. 
